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F 000 ., INITIAL COMMENTS F 000
 During complaint investigation #24504, 24464,
s 124323, and #23908, conducted on January
19-21, 2010, al Generations Cenler of Spencer,
! na deficiencies were ¢ited in relation to the
* complainls under 42 CFR Part 482.13,
Requirements for Long Term Care.
f;;f; : 483.10{b){11) NOTIFICATION OF CHANGES F 1567 The facilicty failed to update 01/22/10
. A faciiity must immediately inform the residenl; 'contact informaticn on resident
_consult wilh the resident's physician; and if #10, The record of resident #
* known, notlfy the resident's legal representative 10 wae updated on 01/22/10 by
. of an interested family member when there is an the social worker to reflect
* accident involving the residant which results in curvent family contact informatdon.
{ injury and has the polential for requiring physician Bach resident identification
! intervention; a significant change in the resident’s sheet was xeviewed by the
* physical, mental, or psychosocial status le., 2 soclal service director on 01/22/10 to ef
' delerioration in heallh, menlat, or psychasocial | accurate information was placed%
_gialus in either life threatening conditions or on individual resident records,
clinical comptications); 2 need to alter traatment The aoeial service director
significantly (i.e., @ need (o discontinue an isi1] review each resident
existing form of treatment due to adverse ' {dentification sheet quarterly
. consgquerjces, or to commence a new f_orm of to ensure Information is curreny
e oy spostedn and accurate. A sample of five
| aa0a b, ¢ laclily as specill identification sheets will bde
; §483.12(a). audited monthly by the facility
!The facility must also promptly notify the resident pecretary to ensure social
: and, if known, the resident's legal representative serviee director is maintaining
" or interested family member when therels a compliance, 10Z of charte will
chiange in room or roommate assignment as also be reviewed quarterly for
- specified in §483.15(8)(2); or a change in quality by the medical records
, resident rights under Federal or State law of nurse/ L.P.N. the repults will
regulations as specified in paragraph {by(1) of also be reviewed guarterly by
i this section, the quality assurance commlttee.
: | The committee consists of !
1 The facliity must record and perodically update [the quality assurance nurse, the
; the address and phone number of the resident's tdirector of nursing, administrador,
| legal representative or interested family member. soclal service director, cont. [next page
TITLE {k8) DATE
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F 167 ! Confinued From page 1 F 15?I cont;, from previous page
: ! activities director, DS 01/22/10
E i jcoordinator, case managers,
This REQUIREMENT is not mst as evidenced | ]dietary manager, maintenance
 by: . _ o : latrector, medical director and
Based on medical record review, and interview, - pharmacy conaultant.,
the facility failad to updale famlly contact ; :
information for one {#10) of filteen residenis :
| roviewed, |
| The findings included:
i Resident #10 was admitled to the facility on May
{9, 2008, with diagnoses Including Carebral Palsy
, and Borderline Personalily Disorder.
* Medical record review of nurse's notes revealed
. the licensed nurse altempled to call the resident's
_hrofher on Oclober 29, 2009, after the resident
. fel, and the brother’s phone number was
- disconnected. Conlinued raview revealed
. resident #10 fell again on November 12, 2009,
- and no contact number was available, so the
: residenl's brolher was not notified of the fall.
]
 Interview wilh the Social Services Director {SS0)
- and Case Manager (G} #1 on January 21, 2010,
*al 9:35 a..m, in he Soclal Services Director's
. office, tevealed the S50 and CM #1 were
- unaware the residenl's brother's phone had been
. diséonnected, and confirmed updated contact ¢
. informalion was nol available until January 21,
' 2010, at 1:00 p.m.
F5 :i!g é?quiZEDg:IBES&,S483‘1D(k](2) COMPREHENSIVE F 280 e facility fatled to ensure |y 199710
I the caxe plan was revised when
! The residanl has Ihe right, unless adjudged a behavior modification progran
: Incompetent or olherwise found to be was initiated for resident #14,
 incapacitated under the laws of the State, to [here was no immedlate correctivs
 parlicipate in planning care and lrealment or ction for resident #14, who was
eomt . Nexr pag‘p
Evanl [0:IMBG11 Faclity 1D: YNEBD1 I conlinualion shesl Page 2 of 17
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IF 260 i From :
Conhnueq page 2 ; F2801cont. from previous page
changes in care and ireafmant. : . diacharged on November 30, 2008)02/23/10

: A comprehensive care plan must be developed

* within 7 days after the completion of the

_ comprehensive assessment; prepared by an

. interdisclplinary team, that Includes the altending

i physitlan, a registered nurse with responsibility

i for the rasident, and other appropriate siaff in

_dlsciplines as determined by the resident's needs,

and, to 1he extent praclicable, the parlicipation of |

- Ihe resident, the sesident’s family or Ine resident's |
legal reprasentative; and periodically reviewed |
and revised by a team of qualified persons after
each assassment, )

'
i

| this REQUIREMENT is not met as evidenced

« by:

‘ Based on medical record review and inlerview,

_ the facilily falled 1o ensure lhe care plan was
_revised when 2 behavior modification program
was initated for one (#14) of fifteen residents

reviewed.
; The findings included:
i Resident # 14 was admilted to the facllily on
' December 22, 2008, with diagnoses including
i Chronic Atrial Fibrillalion, Schizoaffeclive
I'pisorder, and Bipolar Disorder.

Medical record review of nurse’s notes revealed a |

Weekly Summary, dated July 10, 2008, "Resident
allowed lo use...persanal cell phone if meds taken;
as scheduled. Resident likes to cafl...sister

* (name) on...call phone." i

! The mental health case managers
met with the MDS coordinator ang
director of nursing on 1/28/10
to discuss each resident’ on 8
Ebehavior modification program,
The updates wexe completed by
the directorr of nursing by
1 02/23/10.for each individual
[ plan of care where behavior
| modification program was ldentified.
i A11 information recelved on
{ resident behavior modification
programs will be discussed in
the individual care plans for
determination of significance
in plaen of care. The care plans
will be updated by the MDS
coordinator. A 24-hour shiff
summary wiiich 1s the
communieation log was placed at
the murszes station to Increase
communication between the
aureing staff, social workers,
MDS coordinator and mental health
nurse practitloner., Staff was
educated on use and-purpose of
the communication log on 02/23/1
by the director of nursing, who
developed the communiecation log.
The charge nurse will update
the communication log daily. The
effectiveness of the communicatipn
ilog will be reviewed monthly by
ithe quality assurance- committee,
which consists of:
cont, next pags

'
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OATE

F 280 . Continued From page 3
Medical record review of the current care plan,
" revealed the use of the cell phone lo modify the
| resident’s behavior was not addressed on the
| care plan.

Interview with the Social Services Director and
Case Manager#1 on January 21, 2010, at 8:10
'a.m,,in the SSD's office, revealed the resident
" was allowed to use the cell phans, it...1o0K
medications as scheduled, al the request of the
. resident’s conservator. Continued Interview

| canfirmed the use of the cell phone was ulilized to

| encourage the resident to lake medicalions as

i scheduled, and confirmed the cell phone program

! was not addressed on the comprehensive care
Il
! plan.

F 309 ; 483.25 QUALITY OF CARE

§8=D;
! Fach resident must receive and the faciiity must

- provide the necessary care and services to altain |,

or maintain the highest practicable physical,
mental, and psychosocial well-being, in
. accordance wilh the comprehensive assessment
“and plan of care.

i

|

{ This REQUIREMENT is not mel as evidenced
. by:

. Bassd on medical record review and interview,
i the facilily failed lo ensure physician's arders

- were followed for two (#14, #1) of fifteen residents |

reviewed,
: The findings included:
i Resident #14 was admitted to the facility on

1 December 22, 2008, wilh diagnoses including
! Schizoaffeclive Disarder, Bipolar Disarder, and

t cont, from previous page
F 200:

i the gquality assurance Turse,
) the director of nursing,
|admin19trator, soclal gervice
director, activities director,
dietary manager, case managers,
maintenance director, medical
director, MDS cocrdinator,
and the pharmacy consultant .

F 308 The facility failed to ensure
Iphysician's orders were

! followed for residemt #14 and
| #1, There was no immediate
corrective action for resident
#14, who was dilscharged on
November 30, 2009, TED hose
were applied to resident {1 on
01/21/10 by the wound care
nurse/ L.P.W.Physiclan’s orders
were reviewed by the director
and assistant director of

nursing for each resident on

a medication or treatment is
refused or hot glven the nurse
will circle the medication or
treatment on the madication/
|creatment administration record
land document on the back why it
cont. next page

01/29/10, .to ensure all physician's
ordérs were followed through, If

02/23/10

02/08/10
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: refuses PO Medical record review of
' physician's orders revealed the Zyprexa was
" giscontinued on August 19, 2000.

_Medical record review of nurse's noles revealed

. rasident #14 spit out meds as foliows March 5,
2008 at 1000; March 24, 2009, at 0730; April 28,

2009, at 0830; and July 27, 2009, at 2100, "spit

' out meds in BR {bathroom)." Medical recard
review of nurse's notes and the Mediaction

. Administration Records (MARS) fram March,

- 2000, thru July, 2008, revealed the resident did
not receive Zyprex via Injeclion, as ordered, on

. any of the above dales.

Medical record review of physician's orders and
“MARS from March, 2009, thru July, 2009,
| revealed on March 1, 2009, resident #14 was
_recelving Zyprexa § mg every moming and 10 ma
| at bedtime (total of 15 mg). Continued review
 revealed on July 1, 2009, Zyprexa was increased
lto 10 mg twice a day (total of 20 mg). Medical
i record review of physiclan's orders and MARS for
*July, 2009, revealed the Zyprexa was again
increased, wilh a 2:00 pam., dose of 5 mg added
, (fotal of 25 mg).

1
1

a0 1 SUMMARY STATEMENT OF DEFICIENCIES 0 FROVIDER'S PLAN OF GORRECTION (8
PREFIX i (EACH DEFICIENCY MUSST BE PRECEDED HY FULL PREF)X (EACH CORREGTIVE ACTICHN SHOULD BE COMPLETIDN
TAG ¢ REGULATORY OR LSC IDENTIFYING INFORMATION) ™G CROSS-REFERENCED TO THE APPROPRIATE DATE

! DEFIGIENCY)
F 309 ; Conlinued From page 4 | F3a09 cont, from previove page 02/08/10

chronic Alrial Fibriation, Medical record review ;:Lt was not completed, If a medlcation

' revealed the resident was discharged to another or treatment ig refused twice

- facllily on Nevember 13, 2009, : congecutively the physician will|be

motified by the charge nurse. The

“Medical recard review of physician’s orders quality assurance dureg{/.LiP.N,

; revealed a lelephone order, dated January 13, will review the weekly wound

2009, for Zyprexa (anfipsychoiic) & mg care sheets to provide a summary

:‘(miiligrarns) ane every morning and 5 mg one at of current treatments.at 100% ang

i bedtime "may give [M (intramuscular) ifwon't take observe 107 of wound care monthly

{PO (orally}". Continued review ofphysu_;lan's to ensure compliance with

: orders revealed when the Zyprexa was increased medication/ treatment administration.

} fo 10 mg 1 po bid (twice & day) ‘may give IM If The director aund assistant direcfor

of nmursing will monitox complian
with medications and treatment
administration for one month
weekly and then as needed to
ensure all physician's orders
are carried cut, All nurses were
in-gerviced on 02/08/10 by the
director of nursing. All nurses
will be monitored annually for
proper medication/ treatment
‘administration by the director
iof nursing within 30 days of the
annual hire date,

Il

re
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F 309 , Conlinued From page 5 1 F 309
Interview with the Assistant Director of Nursing, in .
the conference raom, on January 21, 2010, al

. 11:30 a.m., revealed the injection was to be given

; when the resident refused to take the Zyprexa or

laler spit the Zyprexa out. Continued interview

. with the ADON confirmed the physician's order

: was not followed four times betwaen March 5,
2008, and July 27, 2009. <

]

; Resident #£1 was admitted lo he facility on I
" December 6, 2008, with diagnoses including :
Diabetes, Peripheral Vascular Disease (poor

circulation in the legs), History of Toe Ulceration | :
with Amputation, and Left Forefoot Ampulalion. i

1

. Medical record review of lhe December 2009,

| physician’s recapulation orders revealed "...apply
_black TED hose (compression stockings) befare
: rising in the morning and remove al bedlime,..”

- Medical record review of the Podiatrist's progress

" note dated December 11, 2008, revealed

... Treatnent Plan: Will continue using the
compression stockings o keep the swelling

- down..."

: Observalion on January 20, 2010, al 8:30 a.m.,
“and 12:40 p.m., in the residenl's room, revealed
: the resident wilh white cotlon socks on both feet.

! Observation and interview on January 21, 2010,
: at 10:40 2.m., wilh the Director of Nursing (DON)
: and the resident in the resldent's room revealed
, the resident lying on the hed with white cotion
* socks on bath feet. Interview with the resident |
revealed the staff frequently does not offer to i
. apply the black TED hose for the resident, and I
|
1

i the resident is unable to apply the black TED

FORM CMS-2667(02-98) Provious Verslans Obsolals Event ID;IMBG1 Facliity 1D: TNAGO1 If continuallon sheel Page 6af17
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F 309 : Continued From page &
' hose to the feet. Interview with the DON
- confirmed the resident's black TED hose had not
| been applied.

* Observation and interview wilh Licensed Praglical
Nurse (LPN) #6 on January 21, 2010, ai 11:25

. a.m., in the resident's room revealed the resident
had edema in both feet. Interview wilh LPN #86,

. confirmed the physician's order was not

: Implemented.

F 323 ' 483.25(h) ACCIDENTS AND SUPERVISION

88=D,
| The facility must ensure that the resident
| environment remains as free of accident hazards
| as is possible; and each resident receives
i adequale supervision and assistance devices to

- prevent accidents.

. This REQUIREMENT is not met as evidenced
by

Based on medical record review, observalion,
i and interview, the facility fafled to provide
| adequate supervision to prevent a fall for ane (#8)
iofﬁﬂeenreﬂdanwrewewed

The findings included:

Resident #8 was admilted fo the facility on
December 11, 2007, with diagnoses including

: Disorder, Mild Menlal Relardation, Diabetes with
| Neuropathy, and Peripheral Vascular Disease.

( Medical record review of the Minlmum Data Set

' (MDS) dated December 2, 2009, revealed the

i resident had modarately impaired cognitive skills,
| required extensive assistance wilh

. Dementia with Behavior Disturbance, Depressive -

[
3
|
1

i 309

F323

|
!
|
|
|

?

The facility failed to provide 02/23/30
adequate supervislon to prevent
a fall for resident #8., The care
‘lplen was updated on 01/22/10 te
reflect a change in the level of
supervision by the director of
nursing to include the following
interventlons: the resident will
!be up dn chair with body alarm
vand propel self in halls. The
! regldent will be assisted to
tollet followlng meals and
asslsted hacl to bed 1f he sa
chooses, The director of
nursing reviewed each resident oun
the fall awareness progyam by
02/23/10 to ensure compliance
with the plan of care. Fall
asgesoments will be completed
on admission, post asignificant
[change, post fall and quarterly
by the MDS coordinator and
charge nurses. The fall policy xJas
updated by the director of nursing
and the administrator on 02/01/10.
A1) staff were educated by 02/23/10
on the updated policy.

cont, next page
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i
e
|

F 323 , Continued From page 7
. transfersfambulation, and had fallen in the past
- thirly days. Medical record review of the Falt RIsk !
Assessment deted October 17, 2009, and |
December 14, 2009, revealed the resident was at
high risk for falls. i
l

i Medical record review of a nursing note dated

| November 18, 2009, at 8:00 a.m., revealed “Thig
 res {resident) found sifling in floor at...bedside.

! Assessment revealed {no) injuries... Fall was
funuﬂmesseduf

* Medical record review of a Fall Care Plan dated

* Novemnber 18, 2009, revealed "...Resident will

- not be left in hallway or alone in room in wic
{(wheelchair), Take resident from dining room
directly to...room & assist fo bed. "

- Medical record review of a pursing nole daled

i November 22, 2008, at 1:40 p.m., revealed

; "Altemnpted lo get info bed et stid into floor. (no)

: injuries noted..."”

! Observalion on January 20, 2010, at 813 a.m.,
. revealed the resident lying on the bed.

" Interview on January 20, 2010, at 11:45 a.m_, wilh .
Lhe Dirgctor of Nursing, in the conference room,
_confirmed the resident was unattended at the
 time of the fall an Novernber 22, 2009, and lhe
. Fall Care Plan was not fallowed.
F 441 | 483.65(a) INFECTION CONTROL
55=D!
| The facllily must establish and maintain an
| Infaction control program designed to provide a
! safe, sanilary, and comfortable environment and
 to prevent the development and lransmission of
_disease and infeclion. The facility must eslablish
an infeclion control program under which it

F 323

i- 441

cont, from previous page 12/23/10
The director of nursing will
aspess, evaluate and implement
changes to prevent the reoccurrepce
;and promote safety and fall -
Eprevention.hy reviewing each
Hneident, eaeh assessment and
!trending data and Interventions
put dnto place, "A weekly meeting
will be held by the interdisciplfinary
team to review falls, The Inter- -
disciplinary team consists of:
MDS coordinator, the directar
of nuraing, social service
Idirector, activities director,
Jietary manager. The weekly
Imeetings began on 02/02/10, The
gquallty assurance committee will
review effectiveness of the fgll
prevention program quarteily, by
trending falls, locatilons, times
and review findings submitted hy
the fall committee. The quality
agsurance committes consists of:
the quality assurance nurse, the
director of nursing, the MDS
coordinatox, administrator, soclall
ipervice director, activities
director, maintenance director,
dietary manager, medical director
cage managers, and pharmacy consultant,
The facllity failed to wash handp 01/22/“0
during a dressipg change for
resident #8 and {1, The directox
af ouraing spolte wirh the nurse
with the deficlent -practice on
It. was determlned theref

was a nsed for a more experience
cont. next page
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Fa41: Connr}ued From page 8 o F 441, cont, from previoua page 01/22/14
invesligales, conirols, and prevents infections in ! nurse in the wound care positiod.
the facilily, decides what pracedures, such as i A new wound care nurse an: L.P.N.J with

; resident; and mainlains a record of incldents and
corrective actions refated to infeclfons.

| This REQUIREMENT is not met as evidenced
by:

Based on observalion, facility policy review, and
; interview, the staff failed to wash lhe hands,
_during a dressing changs for two (#8, #1) of

- fifteen residents reviewed, h

. The findings included:

]

, Observation on January 19, 2010, at 2:01 p.m,,

[ reveated Licensed Praclical Nurse (LPN) #4

 providing wound care to resident #8. Observalion

| revealed LPN #4 donned gloves and removed

soiled dressings from the right and left lawer legs,

. Observalion revealed wilhout changing the gloves
or washing the hands, LPN #4 cleansed two open
wounds on ihe right tower leg, and three wounds
on the left leg, with wound cleanser and gauze
pads. Continued observation revealed without

. changing the gloves or washing lhe hands, LPN

1 #4 applied Triple Antibiolic Olntment ta each of

. LPN #i4's gloved fingers, and Ihen used each of

| the five fingers lo individually apply the Triple

: Antibiotic Ointmenl to the five wounds on the

{ lower legs. Conlinued abservation revealsd

i withoul changing the gloves or washing the

- hands, LPN #4 applied dressings to [he five

- wounds.

Review of the fadilily's palicy Skin Integrily
, Program reveated "...Put on gloves...Remove
- soiled dressing...Cleanse wound wilh wound
[

An In-service for all staff was
conducted on 01/22/10 on infectilon
contrel and unilversal precautions,
The in~-service was conducted by
the director of mursing.and
agsistant administrater. All nuyses
will be checked off aomually
by the director of nursing on
:8kil]l performance and medication/
itreatmant administration complignce,
'The infeckdon control/ quality
assurance nuree/ L.P,N, will male
unannounced rounds throughout
the facility and monltor a total
of nine emplovees, with members
from each department to be included.
All staff is encouraged to praciice
better handwashing techniquen
through postings 1in the restroo
.

demonstrating proper handwashin
and reminding all staff of when
wash hands.: e '
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F 441 Confinued From page © F 441!

 cleanser...Remova gloves and complete hand I
. hygiene...Put on new gloves...Apply prescribed ‘
|
|
!

! ointments if indicated...If you are dressing more
| than one site on a resident, hand hygiene must
" be done between each site.."

* Interview on January 20, 2010, at 11:10 a.m., with |
PN #4, in the Assistant Director of Nursing's
office, confirmed the gloves were not changed
“and the hands were nol washed during the wound
 care provided to resident#8 on January 19, 2010,

Yat2:01 p.m.

Resident #1 was admitted to lhe facility on
! December 6, 2008, with diagnoses including
' Diabetes, Peripheral Vascular Disease (poor
; circulation in ihe legs), History of Toe Ulcerafion
+ with Ampuitation, and Left Forefoot Amputation.

Observation on January 20, 2010, at 9:20 a.m., in |
 resident #1's reom, of LPN #4 provide treatment
‘ to & open wound on lhe resident's right fifth toe.
Observalion revealed: LPN #4 applied gioves;
j removed the resident's sock; a Ceriified Nurse
i Assistant entered Lhe room and handed LPN #4 a
| tube of olntment for anolher resident
| {contaminated) and LPN #4 put the other
| residenl’s tube of ointment into the uniform .
- pocket; without remaving [he contaminated '
: glaves or sanitizing the hands LPN #4 removed !
_the soiled dressing on the resident's fool; j |
removed he soiled gloves and wilhout washing or : |
. sanilizing the hands applied clean gloves; :
( cleansed the wound with wound cleanser and
- dried il with gauze pads; without washing or
I sanitizing the hands applied Slivadene ointment
1 with a colton swab using the cotton end, then
turned the coiton swab around and used the

!
1
!
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F 441, Continued From page 10

contaminated wooden énd le smooth the

' gintment onto the wound; without washing or

, sanitizing the hands applied the dressing to ihe
wound; reapplied the resident's sock; put soifed
items including he soiled gloves into a bag;

: giaposed of the bag in the the trash compariment

' on the treatmeni carl; and withoul washing or

_sanilizing the hands placed the wound Cleanser

j bottle and the Jar of Silvadene In he teealment

carl.

i Interview with LPN #4 on January 20, 2010, at
1 0:35 a.m., In lhe hallway outside of resident #1's
- door, revealed he hands were sanitized prior to
assembling the bollle of wound cleanser, gauze,
jar of Silvadene, cotton swab, and the dressing, |
- and confirmed ihe hands were not washed or
, sanilized unill all items were replaced in lhe
! treatment cart.
F 505 , 483.75(1)(2)(i) LABORATORY SERVICES
§$=D:
The facitity must promptly notify the attending
1 physician of the findings.
1

1 This REQUIREMENT is not met as evidenced
- by
: Based on medical record review, and interview,
. the facility failed to notify ihe physician of
: laboratory results for two (#8, #7) of fifleen
. residents reviswad.

F 441

F 605 The factility failed to notify 01/25/10

edical records nurse/ L.P.N,

the physician of lab results on
regidant #8 and ¥7. The medical
Qirector was notified of lab
results on 01/21/10 by the
Essisl:ant director of nuraing/ L|P.N,

leviewed recent lab draws, resulis,

iand physiecian notifications on
&1/25/10, The medieal records
mnurse, L.P.N. wlll review lab
results 3x weekly and will notify

: The findings included:

!

: Resident #8 was admitted io ha facility on

" Decembey 11, 2007, with diagnoses including

. history of Desp Venous Thrombosis, Mild Mentat
Retardation and Diabetes with Neuropathy,

_Medical record review of the December 200,

the madical directox as labs are
ordered and results are recédved!
Tf lab services~are unablé to“bel
obtained the: charge nurse and/ o
the agsistant director of nursin
will notify the medical directox
:cont. next page

L]
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{Ag orders are written for labs, |the

physician's recapitulation orders revealed the

resudent was receiving Coumadin {anticoagulant) :
| 4mg (milligrams) daily, and a PT/ANR (laboratory |
 test to measure blood coagulation) was lo be
i completed every month.

Medical record review of a PT/INR laboratory
} repart dated December 22, 2009, revealed FT
: 26.1 (reference range 11.9-14.4) and INR 2.2
(reference range 2.0-3.5). Medical record review
+ of Ihe same PTANR laboratory report revealed
the tahoratory report was faxed to the physician
- on December 23, 2009, however, medical record
: review revealed no documentation the physician
; had received/reviewed the laboratory report.

! Interview on January 21, 2010, at 9:35 a.m., with

| the Assistant Directar of Nursing, in the
conference room, confirmed there was no

| documentatlon the physician was notified of the
i restilts of ths laboratory report.

Resident #7 was admilted % lhe facility on July

10, 2008, with diagnoses Including Atiial )
. Fibyillation {abnormal baats of the heari), i
: Hypertension, Arteriosclerotic Heart Disease, and

Sick Sinus Syndrome (abnarmal hylim of the

| heart).

| Medical recard review of the physlcian's

: recapulation orders revealed: "...December 24,

i 1 2008, Digoxin level every 3 monlhs .March 24,
' 2009, PT/INR (measures how fast blood clois), -
Potasslum Liver Function every month ...August
+ 21, 2009, BMP (Basic Melabolic Funciion) HEP

. (fiver) function once a month _."

i Medical record review of the Jaboratory report
dated September 10, 2009, revealed "...Digoxin
{

medical records nurse/ L.P.N, willl
review the orders daily and
compares the orders to the log
boole to ensure compliance with
completion and notification of
lab reaults, The qualicy assurance
commlttee will review 107 of
charts during the monthly meetiﬁg
with the incluaion of labs to emsure
compliance with notification of
lab results, The quality
assurance committee consists of!
the quality assurance nurse, the
director of nurzing, administratior,
goclal service director,

activitiles director, case managgrs,
MDS ecoordinator, maintenance
director, medical director, dleflary
wanager and pharmacy consultant.
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F 505 ; Continued From page 12 | F 505
, 0.1 (L} (reference range 0.8-2.0 ng/mg) | i
. faxed...9/11/09 ..." Medical record review :
i revealed no documentation Lhe physician had
s fecelvedfreviewed (he laboratory report.

| Medical record review of the faboratory report

- dated September 22, 2009, revealed Hepatic

. Function Panel Total Protein 5.2 {1.)...{reference
range 6.2-8.0 gfdl)... Globufin 1.9 (L)(reference
range 2.1- 3.7 g/d})...Prothrombin lime (PT) 15.0 :

: {H) (reference range 11.9-14.4 seconds) INR 1.2

1 {L) {reference range 2.0-3.5 seconds) foxed

023108 . Medical record review revealed no

. documenlation the physician had

i received/reviewed tha laboralory reporl.

' Medical record review of the iabaralory repor

: dated September 24, 2009, revealed * ...Digoxin

" 0.4 {L){reference range 0.8-2.0 ng/mg)...faxed lo
M.D. 8125 ... Medical record review revealed no
documentation the physician had

i receivedireviewed the laboratory report,

i

; Medical record review of the laboralory report

 dated October 20, 2009, revealed " ...Digoxin 0.3

; {L} (reference range 0.8-2.0 ng/mg)...Prothrombln

Y time {PT) 15.5 (H) (reference range 11.8-14.4

* seconds) INR 1.2 (L) (reference range 2.0-35

- seconds) faxed to M.D. 10-21-08 ... Medical [

. record review revealed no documentation the g

: physician had recelved/reviewad the laboralory |

report. i
Medical record review of lhe laboratory report :

! dated December 3, 2009, feveated " .. Digoxin 0.3!

: {L) (reference range 0.8-2.0 ng/mg)...Prolhrombln
time (PY) 156.3 (H) (reference range 11.9-14.4

| seconds} INR 1.2 (L) {reference range 2.0-3.5
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F 505 | Continued From page 13 F 508

" seconds) faxed 12-/4/09 ... Medical record raview
. revealed no decumentation the physician had
! receivedireviewed the laboratory report.

, Medical record reviaw of the laboralory report

i dated January 5, 2010, revealed " .. INR 1.0 {L}

; (reference range 2.0-3.5 seconds) Basic

| Metabolic Panei Glucose 138 (H) (reference
range 73-107 hd/dl) ...Caleium B.6 {L} ...

| (referance range 8.7-10.4 mg/dl) ...Hepatic

. Function Panel Total Protein 8.3 {L) (reference

! range 6.2.8.0g/d) .. Globuin 2.0 (L) (reference |

s range 2.1-3.7 g/dl) ...faxed to MD 1/7/10 ... i

i Medicai record review revealed no docurnentation
the physician had receivedireviewed the
laboratory report.

Interview on January 21, 2010, at 9:16 am., with
. the Assistant Director of Nursing in the
conference raom revealed the physician was
{ nofified Janueary 21, 2010, before the interview
» and the physician confimed ... was unaware of
* [he fesults and ordered lhe resident's dosage of
: Caumadiin to bs changed from 4mg daily to 6mg

_daily.
F 508 483.75(k)(1) RADIOLOGY AND OTHER F 508 The facility fatled vo ensure 01/26/10
s5=p DIAGNOSTIC SERVICES -radlology services were obtained

. as ordersd for resddent #4. The

: The facility must provide or oblain radiology and medical director was notified

| other diagnosiic services 1o mee! the needs of its | on 01/20/10 by the assistant

i residenls. The facilily is responsible for the director of nuraing, a chest

guality and timatiness of {he services. x~ray was completed on 01/20/10,

the physician was notified of the
results the same day. Fach chart

;This REQUIREMENT Is not met as evidenced was reviewed by the divector of
by: . . T 3! Inursing on 01/26/10 to ensure
. Based on medical record raview and interview, ! cont. next page
Evenl ID:IMBG 11 Facllity 1{): TNBELH If ¢onllinuatlon sheat Page 14 of 17
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the facilily failed to ensure radiology semvices
.were obtained as ordered for one (#4) of fifteen
i residents raviewed.

' The findings included:

! Resideni #4 was admilted (o the facilty on

i Ociober 6, 2006, with diagnoses including status
. post Cerebrovascular Accident and Bipolar

" Disorder.

_Madical record review of physician's progress
. notes revealed on November 23, 2009, a chest
: xray was obtained due lo resident #4's compiainls
' of congestion and wheezing. Continuad review
: revealed the physician ordered Avelox (antibiatic)
i once a day for seven days, and a repeat chest
L Xray in three waeks.
I
Medical record review of radiology reports
revealed a repeal chest xray was not obtained
-until January 20, 2010.

" lanuary 20, 2010, at 2:10 p.m., in the conference

, room, confirmed the physician's order was not

" followed and the chast xray was not obtained In a
| limely manner.

F 514 ; 483.75(1}{1) CLINICAL RECORDS

$8=D|
;I The facility must maintain clinical records on each
" resident in accordance wilh accepted prafassional
 standards and praclices that are complete;
; accurately documented; readily accessible; and
. systemalically organlzed.

: The clinical record must contain sufficient
!information to identify the resldent; a record of the
; resident's assessments; the plan of care and

Interview wilhy the Assistant Director of Nursing on

there was no additlonal radiology
kervices ordered. As orders
: are written for radiology
bervices the medical records nurge/
., P,H, will review the orders
iaily and compare the orders to the
log boek to ensure compliance
with completion and natifieation
hf radiology servicesz, The qualiyy
nagurance committee will review
107 of charts during the monthly
ﬁeeting with the inclusion

f radiology sexvices To ensure
compliance with notification and
rompletion of mervices,

The asgistant director of
nursing notified the

physician of the results of the
x-ray completed on 01/20/10 for
regident #4.

chest

The quality assurance committee
consists of: the quality
assurance nurse, the director of
mrsing, adminiatrator, social
gervice director, case managers
dietary manager, MDS coordinator|
taintenance director, medlical
ecords nurse, and pharmacy
consultant .

F 514

Sea next page for F 514
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F 514 Conlinued From page 15
 services provided; Ihe resulls of any
i preadmission screening conducted by lhe State;
; and progress notes.

' This REQUIREMENT is not met as evidenced
by: '
Hased on medical record review and interview,

" accurale for two (#12, #14) of fifteen residents
! reviewed,

The findings included:

i Residen! #12 was admitled to the facility on

| August 27, 2004, with diagnoses Including

: Sghizoaffeclive Disorder, Psycholic Disorder, and

* Debilily. Medical record review of a Consultant

. Pharmacist Communicalion to the Physician

dated July 15, 2009, revealed "__.Anlipsycholic

" Gradual Dose Redugction (GDR) Risperdal

, (antipsychotic) 4mg (miligrams) gHS {every hour

: of sleep)...Based on a review of the MOS

i (Minimum Dala Set), progress notes and nursing

 record, It was felt by (hls reviewer fhat a GDR
could be attermpted. Please consider the
followlng trial dose reduction: decrease Risperdal

E to 3mg gHS..." Medical record review of a
physician's order dated July 20, 2008, revealed

evening.

Medical record review of the Menial Health Nates,

: completed by the Psychiatric Nurse Practitioner,

" dated August 4, 2009, September 21, 2009,
November 30, 2009, and January 18, 2010,

! revealsd the Psychialric Nurse Practitioner
documented the resident continued to receive

- he facility failed to ensure the medical record was,

. the Risperdal was decreased lo amg in the i

Risperda) 4ing al hour of steep, after the

F 514 The facility failed to ensure §2/01/10

the medical records were
accurate for resident #12 and

#12 waa reviewed by the mental Heal
‘nurse practitiomer and an updated
inote was placed on the chart on
con 01/25/10 to reflect accurate
‘documentation of medicatlons.

There was no immediate correctiye
action for resident #14, who -

reviewed the mental health proghess
notes for each individual resident
from 01/25/10 and 02/01/10 to :
ensure medlcations and dosages
were documented properly. A
tommunication sheet was developed
by the director of nursing and
the mental health nurse
practitioner to meintain updates
on resident medicatilons and

nurse practitioner will review
physician's ordera prior to
completing progress notes and
recommendations. fox medication
adjustments. An in-service was
'completed on 02/01/10 by the diyect
of nursing. The A.D.0 N, will 1
lupdate the log as behaviors oceyr.
behavioral medication changes
will have a physiclan's order
vitten and a copy of the oxder will
e posted under the mental health
ab for the mental health nurse.hy
he charge nurse, .cont next page

was discharged on November 30, 34009
The mental health nurse practitioner

#4, The medical record for xesildent

th

behavioral changes, The mental Health

or

All

FORM GMS-2567(02-98) Prévious Varsions Ohsolele Event I0:IMAGTY

Fadlllty 103 TNBAOT If cenlinualion shest Paga

16 of 17




Wat, 2¥. fulvy | oHyrim

DEPARTMENT OF HEALTH AND HUM. 1 SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Wy, J£1Y IR
PRINTED: 01/2512010
FORM APPROVED

OMB NO. 0938-0381

STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3] DATE SLIRVEY
AND PLAN OF CORRECTION INENTIFICATION NUMBER: COMPLETED
. A BUILDING
B, WING
445380 01/21/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, Zif CODE
GE % CENTER OF SPENCER 67 GENERATIONS DRIVE
NERATION SPENCER, TN 386585
X4y 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X8}
PREFIX {(EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX {EACH CORRECTIVE ACTION $HOULD BE GOMPLETICH
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
’ DEFIGIENCY}
F 514, Continued Fram page 16 F 514

Risperdal was decreased to 3mg on July 20,
2009,

. Interview on January 21, 2010, at 11:20 a.m., with
{ the Director of Nursing (DON), in the DON's

: office, confirmed the Mental Health Noles/medical
i record was not accurale,

Resident #14 was admilted to the facllity on
December 22, 2008, with diagnoses including
+ Schizoaffective Disorder and Bipolar Disorder.

Medical record review of the Mental Health Notes, ;
- compleled by the Psychialiic Nurse Praclitioner, |
. daled August 24, 2009, revealed lhe resident i
» raceived Zyprexa (antipsychotic) 5 mg one time a |
' day. Medical record review of physician's orders |
« revealed Zyprexa was disconlinued on August 12,

: 2008,

I Medical record review of the Mental Health Noles,

{ compleled by Ihe Psychialric Nurse Practilioner,

" daled July 27, 2009, reveaied the resident

 received Zyprexa 5 mg 1 every day. Medical

. resord review of the physician's orders revealed
lhe resident received Zyprexa 10 mg po twice a

: day, and Zyprexa § mg once every day.

1

! Interview with the Director of Nursing In the Soclal
| Services Director's office on Januaty 21, 2010, at
! 9:15 a.m., confirmed the Mental Health Notes

| were inaceurate.
|
i

cont. from previous page 02/01/10
The wmental health nurse practititner
7111be monitored monthly by

the psychiatrist, The quality
ssurance coimmittee will menitor
10% of charts monthly with the
inclusion of the mental health
progress nobes to ensuare
rompliance, The quality assurancd
rommittee conslsts of: the
nuality assurance nurae, the dirg
bt nursing, adminilstrator, HMDS
epordinator, medical records murs
octal service director, activiti
irectoxr, case managers, dietary
anager, medical director,
aintenance director and pharmacy
ponsultant.
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